We report on a 74-year-old man with extensor indicis proprius (EIP) tendon rupture secondary to avascular necrosis and collapse of the scaphoid. The collapsed scaphoid was removed, followed by 4-corner fusion and tendon transfer of the extensor digiti minimi to the EIP. At the 3-year follow-up, the patient was painfree and had full extension of his left index finger, with proper alignment of the carpal bones and union of the 4 bones.
swelling and pain in his dorsal left wrist and limited extension of his left index finger. The pain had been present for several years and the limited extension for 2 months. Movement of the wrist was painful, and the range of motion was decreased. Active extension of his left index finger was limited to 20º. Radiographs showed a collapsed scaphoid and radial deviation of the capitate, which resembled stage-III scapholunate advanced collapse (Fig. 1) . Magnetic resonance imaging demonstrated proximal migration and radial shift of the carpal bones, indicating avascular necrosis of the scaphoid, especially on the proximal pole (Fig. 2) . 1 Intra-operatively, the EIP tendon was noted to have ruptured distally to the scaphoid (Fig.  3) , and the extensor digitorum communis was elongated. Granular substances were noted around the articular capsule of the scaphocapitate joint and were considered part of the EIP. The EIP had ruptured at the scaphocapitate joint owing to the radial deviation and instability of the capitate. As the carpal bones deviated radially, the EIP passed above the scaphocapitate joint, and the unstable capitate exerted repetitive stress to the EIP causing it to rupture. The extensor digitorum communis to the index finger slipped because its course was close to the site of marked degenerative changes in the scaphocapitate joint. No abnormalities were found on the other extensor tendons.
When the scaphocapitate joint capsule was incised, the scaphoid was collapsed into several fragments. Severe osteoarthritis of the capitolunate joint, and subluxation of the scaphocapitate joint were noted. The scapholunate ligament was preserved. The osteophytes at the radioscaphoid joint were not visible, as the capsule was not ruptured. The collapsed scaphoid was removed (Fig. 3) , followed by a 4-corner fusion and tendon transfer of the extensor digiti minimi to the EIP.
Pathological evaluation of the distal pole of the removed scaphoid showed that bone trabeculae were necrotic and the lacunae had osteocytes with empty nuclei surrounded by necrotic marrow tissue with adipose degeneration (Fig. 4) . 2 There were no signs of blood vessels or inflammatory tissues, and the diagnosis of avascular necrosis of the scaphoid was confirmed.
At the 3-year follow-up, the patient was painfree and had full extension of his left index finger. Radiographs showed proper alignment of the carpal bones and union of the 4 bones (Fig. 5) . The patient was highly satisfied with the outcome. 
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Progressive avascular necrosis of the carpal scaphoid is diagnosed when there is no history of trauma, scaphoid fracture, or nonunion, and when there is sclerosis, fragmentation, erosion, collapse, and necrosis. [3] [4] [5] Anatomically, the EIP passes along the ulnar side of the scaphoid. Scaphoid injury usually does not affect the EIP. In our patient, the EIP passed above the unstable scaphocapitate joint because of radial deviation of the carpal bones. The scaphoid collapse progressed and led to malalignment, subluxation, and osteoarthritis of the carpal bones, which could be a risk factor for extensor tendon rupture.
Treatment options include 4-corner fusion with scaphoid resection, proximal row carpectomy, full wrist fusion, scaphoid replacement, total arthroplasty of the wrist, or denervation of the wrist. 3, 4 Fourcorner fusion and proximal row carpectomy are more popular. The former enables greater grip strength and a lower chance of progression of radiocarpal arthritis. The latter is a simpler surgical technique and gives a greater range of motion without the risk of nonunion or complications secondary to hardware. Both techniques achieve comparable grip strength, pain relief, and subjective outcomes. 5 In our patient, 4-corner fusion was performed to stabilise the capitolunate joint. Surgical correction of the excision scaphoid and 4-corner fusion may exaggerate radial instability of the floating trapezium. The instability may be exaggerated in young people who need a strong grip. In younger patients, scaphoid replacement may be the better surgical option. 
